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Elaboration of Approach 


1. History 
a. Social History: Smoking (Pack year calculation) 
b. Family History 
c. Occupational History: Mine Worker? 


General Examination: Jaundice/ Anemia/ Clubbing/ Cyanosis/ Oedema/ Lymphadenopathy/ 
Dehydration 


Evidence of Respiratory Distress? 
a. Tachynpea/ Increased Respiratory Rate? 
b. Nasal Flaring? 
c. Intercostal Recession/ Use of Accessory Muscles? 


Evidence of Respiratory Failure? 
a. Is there Cyanosis? (Central or Peripheral) 
Is there a flapping Tremor? (CO2 retention) 
Is there CO2 Narcosis? 
Is there Somnolence? (Sleep Apnea) 
Does the patient have Drowsiness? 
Is there Papilledema? 


5. Is there Evidence of Right Sided Heart Failure? Cor pulmonale due to lung dx 
a. Distended Neck Veins 
b. Tender Hepatomegaly 
c. Pulsatile Liver tricuspid regurg 


RVH 


d. 


Peripheral Oedema 


6. Evidence Asthma? Bronchial or Cardiac Asthma? 


a. 
b. 


Bronchial Asthma? Long History, since childhood? +/- Allergic Reaction? 
Cardiac Asthma? pulmonary oedema 
i. Left Ventricular Failure? 
ii. Elderly Patient 
iii. Acute History 
iv. Congestive Cardiac Failure (CCF) 
v. Cardiac Distress 


c. COPD - chronic wheezing (smoker) 


7. Precipitating Factors 


a. 
b. 
C. 


Infections: Bacterial/ Viral/ Fungal/ Nosocomial/ Atypical 
Pulmonary Embolus: DVT/ Drugs/ Oral Contraceptives 
Drugs: B- Blockers/ Cardiac Drugs 


8. Risk Factors 


a. 
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Smoking 

Occupational: Asbestos/ Silicosis 

Allergic Reaction 

Family History 

Environmental: Pollution/ Asbestos 

Substance Abuse: Leads to Sepsis and Bronchiectasis 
Cardiac Disease: Leads to Cardiac Respiratory Arrest 
HIV 

TB*** chronic destructive TB with cor pulmonale 
Fungal Infection 

Viral Infection 


9. Complications 


a. 
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Cor Pulmonale — Right sided Cardiac Failure 
Pulmonary Hypertension 

Pulmonary Embolus 

Pneumonia 

Bronchitis 

Pneumonitis 

CA Bronchus 

COPD 

Pneumothorax 

Lung Abscess 

Bronchiectasis 

Pleural Effusion — Right Sided cardiac failure 


. Death from respiratory failure or cardiorespiratory arrest with pulmonary embolus 


10. Investigations 
Routine Bloods (ABG, FBC, U&E, LFT) 


m. 


n. 


Chest X- Ray 
ECG 
Spirometry 


Sputum (MC&S, AFB, ADA, Cytology, TB PCR (Gene Expert) Diagnostic of TB MDR and 
xDR, Atypical Screen for Atypical Pneumonia 


Blood Culture 


Fungitell — Blood and Sputum fungal elements and culture 
CT- Scan: +/- Spinal CT, CT PE 
Bronchoscopy: Bronchial Lafarge & Cytology/ Biopsy: Lung, Lymph nodes or Mass 


Bronchogram 


Pleural Tap: Transudate/ Exudate: Light’s Criteria 
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i. Lights criteria (High protein and LDH = exudate), determines presence of 


exudate with protein and LDH levels 

pleural fluid MCCS ii. Pleural fluid protein to serum protein ratio >0.5 

iii. Pleural fluid LDH to serum LDH ratio >0.6 

iv. Pleural fluid level >2/3 of upper value for serum LDH 

v. If exudate is confirmed, further testing required to evaluate cause of exudate 
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Differential cell count (predominance of white cells) 
Neutrophils — PTE, pancreatitis, pneumonia, empyema 
Lymphocytes — Cancer, TB pleuritis 
Eosinophila — Pneumothorax, haemothorax, asbestosis, Churg-Strauss 
Mononuclear cells — Chronic inflammatory process 
Gram stain and culture and cytology 
a. Use blood culture bottles and specimen jars — especially if 
chronic illness or suspect TB or fungus 
b. Cytology useful in cases of suspected malignancy 
Glucose 
a. Low 
i. Common: Infection (pneumonia) and malignancy 
ii. Rare: TB, haemothorax, Churg-Strauss 
LDH level — This is classically high in exudates 
a. Repeated testing confirms continuation or cessation of process 
b. Increasing LDH (ongoing inflammation) 
c. Decreasing LDH (cessation of process) 
Pleural fluid pH (Low glucose and pH = infection or malignancy) 
a. Taken if suspect pneumonic or malignant process (Low glucose) 
b. <7.20 with pneumonia...Drain the fluid 
c. <7.20 with malignancy ...Life expectancy 30 days 


10. Amylase 


Pleural Biopsy 


a. Useful if suspect pancreatitis as cause 


Intercostal Pleural Biopsy 


Blood Stains 


O. 


Chylous Urine test 


11. Treatment and Management 


a. 


b. 


C. 
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NOTES 


Clinical Sign’s: 


Treat Reversible Causes 
Treat infection 
Correct Spirometry: Respiratory Failure, Restrictive/ Obstructive or Mixed. Nebs 
Treatment of choice 
Bronchodilators: Inhalers, Nebulizers, Spray, Spacer’s, IV, Oral or Pumps 
Severe Asthma: Low O2, Normal or High CO2. Consider Assisted ventilation/ CPAP 
Right Sided CCF: Low Dose Diuretics 
i. Cardiac Asthma: IV Lasix 
ii. Bronchial Asthma: IV Hydrocortisone 
Pneumonia: 
i. IV Antibiotics — followed by oral 
1. Penicillin 
2. Cephalosporin 
3. Quinolone 
4. Anti-Fungal — Fluconazole 
Fungal Candida/ Aspergillosis: Itraconazole 
Atypical Pneumonia: Chlamydia/ Legionnaires and Pneumocysts: Klacid/ Macrolide 
Respiratory Distress: 
i. Ventilation with or without positive pressure 
ii. CPAP (Sleep Apnea) 
Pulmonary Embolus: 
i. Heparin 
ii. Clexane 
iii. Warfarin 
iv. Dabigatran 
Massive Pulmonary Embolus: Refer to pulmonologist/ Thoracic surgery 


. Thoracotomy: Pleural Drain 


HIV patient — Kaposi Sarcoma: Chemotherapy and ARV’s 
Lung Transplant 


1. Lobar Pneumonia: 


Qoo0 


Lobar Consolidation 
Bronchial Breathing ** 
Increase VF/VR ** 
Percussion is impaired 


** diagnostic features 


chest xray - lobar consolidation 


2. Collapsed Lung: 


Solid/ Not Air 

VF/VR Reduced: Main sign** 

Percussion Impaired - Dull ** 

Shrinkage 

Pneumonia — Mucous plug or Tumor or Lymph Node obstruction 
Bronchial Breathing: VR/VF is reduced ** 

Reduced Breath sounds ** 

Bronchial breathing at effusion above level of fluid due to collapse 
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3. Pleural Effusion: 


** diagnostic 

a. Stony Dullness with or without collapse 

b. Absent breath sounds ** 

c. Bronchial Breathing maybe above effusion 

d. Bigger signs in front 

e. Mediastinal Shift — Tracheal Deviation to opposite side ** 
lights criteria f, Exudate/ Transudate: Low or High Protein 

g. Hemothorax: Blood serous = high protein = pneumonia, TB 

h. Empyema — Pus 

i. Chylous Effusion: Lymphatic Obstruction/ High cholesterol 

j. Absent VF/VR ** 


4. HPOA (Hypertrophic Pulmonary Osteoarthopathy): 
a. Clubbing 
b. Arthralgia 
c. Joints and bones onion scaling on X- Ray — Long Bone 
d. Causes: Everything that causes clubbing except cyanotic — Heart Disease 
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a. Cough 

b. Fever 

c. Purulent Sputum - Hemoptysis 

d. Crackles - Coarse bilateral *** 

e. Bronchiectasis coarse bilateral crackles with clubbing 

f. Chronic inflammation on the Alveoli’s 

g. Interstitial Lung Disease: Fine crackles basal/ whole lung. Rheumatoid Lung/ 


Scleroderma 
h. Patchy Infiltrates/shadows on chest xray 


6. COPD: Irreversible 
a. Chronic Bronchitis: For 3 Months in two consecutive years. Sputum production > 3 
Months 
b. Emphysema 
c. With intermittent history 


no clubbing with COPD except with bronchial carcinoma 


Wheeze continuous throughout 

Bronchospasm 

Blue bloater: Bronchitis 

Pink Puffer: Emphysema 

Sleep Apnea: CO2, Narcolepsy: Obesity/ Fat Check - CPAP 

Complications: Cor Pulmonale/Polycythemia/ End Stage Lung Disease/ Pneumothorax/ 
Respiratory failure 
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a. Paratracheal & Perihilar lymphadenopathy no clubbing with TB except with TB bronchiectasis 
Granulomas 
c. Lung Infiltrates (Reticular Nodular pattern) (Nodules — Patchy, Reticular + Cavitation, 
Reticular nodular Shadowing) 
d. Apical Lesion on CXR= TB 
Coexist in HIV 
f. Active Causes fibrosis with chronic fibrocavitary lung destruction 
i. Cor Pulmonale 
g. Acute TB gene Expert: MDR/XDR 


8. Asthma: Reversible by 12%/200ml 
a. Wheezing Attacks intermitent 
Dyspnea 
Cough 
Silent Chest: Do ABG — Check CO2, Query Ventilation 
Status Asthamaticus 
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Be proncmal t arcinama elderly male patient with chronic cough, weight loss, clubbing 
a. Types: +/- COPD 
i. Squamous 


ii. Oat Cell 
iii. Adenocarcinoma 
b. History & Examination: 
i. Smoking History Pack year? 
ii. Occupational history? 
iii. Risk Factors 
iv. HPOA — which has developed into metastatic disease? 
v. Weight loss & Wasting? 
vi. Hyperpigmentation — MSH Secretion 
vii. Clubbing 
viii. +/- COPD 
ix. Predominant in males 
x. Primary or Secondary: 
1. Secondary Metastasis: 
a. Lymph Node 
b. Liver 
c. Lungs (Chest Wall) & Pleural Parenchyma/ Recurrent Laryngeal 
Nerve — Hoarse Voice. Also Surrounding structures — 
Mediastinum. 
d. Bone (Spine) 
e. Brain 


f. Adrenal —Addison’s disease 
xi. Secondary To COPD: 
1. No Mets: 

a. HPOA 

b. Endocrine: Cushing’s Syndrome 
c. Haematology: Polycythemia 

d. ACTH: 

i. Ectopic — Erythropoietin/ MSH 


e. Multiplex Myopathy 
f. Mononeuropathy 
10. Pulmonary Hypertension: loud P2 - cor pulmonale 
a. Primary causes: 
i. Idiopathic 
ii. CA PAH 


iii. Young Females 

iv. Severe PA pressure — 30 mmHg 
v. Chronic Disability 

vi. Right Heart Failure 


vii. Death 
viii. Treatment: 
1. Sildenafil 


2. CCB: Nifedipine 
3. Anticoagulants 
4. Prophylaxis 
b. Secondary causes: 

i. Lung Disease 

ii. Pulmonary Embolus 

iii. Right Heart Failure 

iv. Treat the cause 


11. Causes of Clubbing: 
a. Cardiovascular 
i. Common 
1. Cyanotic congenital heart disease 
2. Infective endocarditis 
b. Respiratory 
i. common 
lung cancer (not small cell cancer) 
chronic pulmonary suppuration 
bronchiectasis 
lung abscess 
empyema 
Idiopathic pulmonary fibrosis 
cystic fibrosis 
asbestosis 
pleural mesothelioma or fibroma 
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ii. uncommon 
1. Cystic fibrosis 
2. Asbestosis 
3. Pleural mesothelioma (benign fibrous type) or pleural fibroma 
Other uncommon causes 
Gastrointestinal 
1. Cirrhosis (especially biliary cirrhosis) 
2. Inflammatory bowel disease 
3. Coeliac disease 
Other 
i. Thyrotoxicosis 
ii. Familial (usually before puberty) or idiopathic 
Rare causes 
i. Neurogenic diaphragmatic tumours 
ii. Pregnancy 
iii. Secondary hyperparathyroidism 
Unilateral clubbing 
i. Bronchial arteriovenous aneurysm 
ii. Axillary artery aneurysm 


